Background: Health Information disclosure is the cornerstone in respecting the patients' autonomy and beneficence, particularly in the context of serious illness. Some Middle Eastern cultures prioritise beneficence over patient autonomy. This may be used as a justification when patient's family takes over the decision-making process. Although guidelines and protocols regarding information disclosure are fast evolving, there are no sufficient data regarding the application of these guidelines in the clinical context. The objective of this study is to explore the truth disclosure practices of physicians in Bahrain.
Introduction
Confidentiality, the foundation of the doctor-patient relationship, is a key part of respecting the patient's autonomy, one of the four traditional pillars of medical (Beauchamp & Childress, 2013) . Autonomy implies the capacity to think, decide and act on one's own free initiative (British Medical Association., 2013) . In the Western culture, this is highly valued by both healthcare providers and patients, who are usually well informed about this topic, which ultimately lead to gradual attenuation of medical paternalism (Gilbar & Miola, 2015; Gillon, 1994; Khoury & Khoury, 2015; Surbone, 2006; Tuckett, 2004) . However, in some Middle Eastern cultures, beneficence usually precedes autonomy. Breaking the news to the patient might be considered harsh and it is expected that family members take over the decision-making process especially in the context of serious illness (Al-Mohaimeed & Sharaf, 2013; Bou Khalil, 2013; Hamadeh & Adib, 1998; Harrison et al., 1997; Mobeireek et al., 2008; Rodriguez Del Pozo et al., 2012) .
Multiple studies conducted across the Middle East showed cross-cultural differences in truth-telling attitudes and practices by physicians, further highlighting the variation in emphasis on patient's autonomy and beneficence (Al-Mohaimeed & Sharaf, 2013; Bou Khalil, 2013; Hamadeh & Adib, 1998; Harrison et al., 1997; Mobeireek et al., 2008; Rodriguez Del Pozo et al., 2012) .
In 1998, a study in Lebanon showed that only 47% of Lebanese physicians disclosed cancer diagnosis directly to the patient (Hamadeh & Adib, 1998) . Nearly a decade later, a Saudi study showed that 56% of the Saudi physicians would disclose bad news directly to the patients even if that was against the family wishes (Mobeireek et al., 2008) . In 2012, a Qatari study showed that 90% of the physicians would disclose cancer diagnosis to the patients but 66% of them said they may make exceptions to that rule (Rodriguez Del Pozo et al., 2012) .
On the opposite side, public's point of view was also investigated. In Lebanon, 42% of respondents were against direct disclosure to the patient (Hamadeh & Adib, 1998 ). In the above-mentioned Saudi study, 49% of respondents would prefer bad news be told to the patient directly despite the family's objections to direct disclosure (Mobeireek et al., 2008 ).
There are scarce published studies from the Kingdom of Bahrain about truth telling among physicians hence, we conducted this cross-sectional study in a diverse cohort of physicians to assess physicians' attitudes and practices towards diagnosis disclosure in the context of serious illness.
Method

Design
A descriptive cross-sectional study was conducted to assess physicians' attitudes and practices towards truth telling while encountering patients with serious illnesses. Ethics approval was obtained from the Royal College of Surgeons in Ireland -Medical University of Bahrain Research Ethics Committee and Ministry of Health.
Participant (Subject) Characteristics
A random sample of 234 physicians was obtained from the total list of physicians. The exclusion criteria include specialties that either have no direct interaction with the patient in terms of explaining and discussing the final diagnosis, e.g. "pathologist and radiologist" or who commonly deal with patients who are incapable of giving informed consent, such as children and those with mental disorders (paediatricians and psychiatrics).
Sampling Procedures and Setting
We obtained a list of all residents, chief residents, specialists and consultants working at Salmaniya Medical Complex. We excluded non eligible physicians from the list and then, we took a randpme computer-generated sample of 234 physicians.
The study was conducted at Salmaniya Medical Complex (SMC) the largest public hospital in Bahrain with a capacity of nearly 1,200 beds.
Sample Size, Power, and Precision
A sample of 234 is sufficient to provide us information within 5% margin of error; using the following equation: X = Z α/2 2 *p*(1-p) / MOE 2 , and Z α/2 is the critical value of the Normal distribution at α/2 (e.g. for a confidence level of 95%, α is 0.05 and the critical value is 1.96), MOE is the margin of error, p is the sample proportion, and N is the population size.
Measures and Covariates
The questionnaire was adapted from a previous study and modified for use in the present study (Naji, Hamadeh, Hlais, & Adib, 2015) . The same tool has been used on 86 physicians in a parallel study in Jordan (Borgan, Amarin, Othman, Suradi, & Qwaider, 2018) . The questionnaire was reviewed by two external experts and piloted on a sample of twenty physicians. The reliability of the questionnaire was tested and showed a chronbach's alpha value of 0.87.
Our definition of serious illness included a terminal illness (for example, metastatic cancer), a slowly progressive, life-threatening illness (for example, AIDS), or an adequately treatable condition with a high risk of mortality (for example, myocardial infarction).
Results
Statistics and Data Analysis
Data were entered into the Statistical Package for Social Sciences (SPSS). Descriptive statistics were generated fro all items. Pearson's Chi square test was used to test the association between disclosure policy and other demographic variables. A p-value of <0.05 was considered statistically significant.
Baseline Data
A total of 200 doctors completed the questionnaire giving an overall response rate of 69.6%. Males constituted 56% (112) of the sample population. The mean (SD) age was 38.2 (9.22) years. Majority of participants were engaged or married (79.5%; 159). Although Bahrainis made up to 83.5% (167) of the participants, 72% (144) of the total sample had graduated from outside Bahrain. About 28% graduated from the two medical schools located in Bahrain; 21% (42) from Arabian Gulf University (AGU) and 7% (14) from the Royal College of Surgeons in Ireland-Medical University of Bahrain. Residents and chief residents formed 74.5% and 28.5% of the total sample respectively, specialists were 13% of the total sample and consultants formed 11%. The mean (SD) years of practice was 11.75(9.22) years (Table 1 ). The participants' specialities are presented in figure 1 and shows that a significant percentage of respondents came from general surgery and internal medicine departments (12.5%; 25) and (10%; 20) respectively. (n=200) About 68% of the physicians would encounter patients with serious illnesses at least daily or weekly. The question about the usual policy of disclosure revealed that 62.5% (125) of the doctors would always disclose the diagnosis to the patients, 26% (52) would often disclose the diagnosis and only 1% would never disclose the real diagnosis to a competent adult (Figure 2a ). Only 15% of the physicians would never make exceptions to their policy while all remaining physicians (85%) made exceptions to their policy of "telling the patient" either often, occasionally or rarely (Figure 2b ). On further questioning, the most common reason for not disclosing was family request (39.5%), 14% of the physicians would take this decision by themselves and 15% would request the patients' consent ( Figure 2c ). The two most important sources of the adopted policy was physicians' clinical experience (40.5%) and medical school curriculum (25.5%) (Figure 2d ).
About 64.5% of the physicians were not aware of any existing protocol or policy for diagnosis disclosure to patients in Bahrain. (Figure 2e ) and the majority (96%) believed that hospitals should develop clear policies on how to deal with disclosure issues.
The physicians were given two statements to judge. The first was: "all patients have the right to know their diagnosis" and almost all doctors (97.5%) agreed with it. The second statement was: "most patients prefer to know their diagnosis" and here too, the majority (84.5%) agreed with it.
The majority of physicians (96.5%) thought that, God forbid, if they were patients they would like their doctor to tell them their diagnosis however, 31.8% thought withholding information might be beneficial to the patients' general health.
The participating physicians were asked to evaluate the importance of 11 factors in determining whether a diagnosis should be told or withheld from the patient. The most important factors were the patient's wish, age, emotional status and patient's educational level. Gender, nationality and religious beliefs were listed as less important.
There was no statistically significant association between doctors' policy of disclosure and other demographic variables such as age (P-value 0.582), gender (P-value 0.572), nationality (P-value0.103), marital status (P-value 0.963) and employment post (P-vales 0.877).
Discussion
This is one of the few reports in the Middle East evaluating the attitudes and practices of physicians regarding the disclosure of information to patients with a serious illness. The main aim is to set the foundation for establishing culturally sensitive guidelines and legislations concerning truth disclosure in the Kingdom of Bahrain. The lack of such legislations in most parts of the Middle East was reported as the main challenge in this area (Bou Khalil, 2013) .
Most doctors agreed that there is no clear policy regarding the disclosure of information and also believed that it is important to develop clear policies and training on how to deal with disclosure issues.
Only 62.5% of the doctors claimed to always disclose full information regarding the disease to the patients. This Vol. 11, No. 5; 2019 finding remains unchanged when compared to other studies conducted in the region recently as well as studies conducted two decades ago (Al-Mohaimeed & Sharaf, 2013; Bou Khalil, 2013; Gillon, 1994; Harrison et al., 1997; Mobeireek et al., 2008; Qasem, Ashour, Al-Abdulrazzaq, & Ismail, 2002; Rodriguez Del Pozo et al., 2012; Tuckett, 2004) . However, compared to the western studies, the level of truth-telling in the USA has jumped from 10 to 97% of physicians favouring full disclosure in the last 20 year (Kazdaglis et al., 2010) .
This physician hesitance in telling the truth is challenged by the discrepancy between family and patients' attitudes regarding truth disclosure. Whilst family members and caregivers may be in favour of "protective" concealment, patients show a steady desire for knowing the truth about their illness (Al-Amri, 2009 , 2016 .
The patient's wish for knowing the truth was considered the most important factor related to information disclosure as seen by the physicians. Additionally, most physicians agreed that all patients would like to know and have the right to know their diagnosis -showing that the attitude of information disclosure is generally patient driven. However, the main reason for not disclosing information to a patient was "family's request" which is in accordance with the study in Jordan (Borgan et al., 2018) . Bahraini culture, just like other Middle Eastern cultures appreciates the role of the family in the illness experience. Although this has a multitude of benefits -providing social and emotional support for example -making decisions concerning a particular patient solely based on the wishes of their family, and without including them, even when patients are fully capable of receiving and processing the information, is considered unethical (British Medical Association, 2013) .
The policy of disclosure was consistent all across the board and didn't show significant associations with any sociodemographic variables. This is in agreement with other studies in the region (Borgan et al., 2018) .
In this study, the most common reason for nondisclosure is a direct request from the patient's family, without the patient's consent. This finding provides evidence of the role played by family in health decision making. This is identical to the findings from the Jordanian study where a similar culture exists (Borgan et al., 2018) .
When deciding to withhold health information from the patient, about 14 per cent of respondents usually made the decision independently. This is congruent with the study from Jourdan and reflects medical paternalism (Borgan et al., 2018) . However, the study did not include a question about the impact of patient's gender differences on the disclosure policy.
Strengths of this study include random sampling technique, high response rate and the use of a previously validated structured questionnaire. However, there are a few limitations which need to be addressed. This study did not explore patient's preference about truth disclosure which could be influential in shaping future guidelines. One should note however that this has been studied over the last two decades in other Middle Eastern countries (Hamadeh & Adib, 1998) , where results indicated a striking shift in patient's preference towards knowing the truth.
These findings illustrate the way in which actual medical practice often derives from local medical culture rather than what is taught in textbooks or at medical school. In this case the current Middle Eastern culture regarding disclosure of bad news is reminiscent of the transition of attitudes and behaviours that took place in the west a generation ago. A major force that could inhibit such a transition of practice towards greater disclosure is the closeness and deep continuity of family relationships that exist in Bahrain when compared to a typical western country. This raises the issue of a model of "relational autonomy" as opposed to a traditional western individualistic view of autonomy (Dove, 2017) . Whilst relational autonomy cannot generally be used to justify deceit or concealment the underlying cultural assumption that -within a family your business is in fact my business -can easily lead to this if the family feel stressed or distressed by bad news. Clearly, doctors strongly want to know the truth themselves and also usually believe patients have a right to the truth. The disparity between this view and the reality of clinical practice can therefore be understood as culture trumping theory.
The relationship between culture and ethics is complex -they are inextricably bound to each other (Pellegrino, Mazzarella, & Corsi, 1992) . Nevertheless, it would be wrong to see this as an argument for moral relativism. This paper supports the argument that central ethical principles are held in common across different cultures, however culture can influence the degree of importance, or ranking, that we attribute to each principle with respect to the others (Misselbrook, 2017) .
Conclusion
Information disclosure is a crucial and complex topic and the cornerstone to retain the doctor patient's relationship. Protocols, regulations and training are fundamental to protect both patients' and physicians' rights, taking into consideration the interplay and balance between patient autonomy and the decision-making role of family and caregivers when shaping the regional truth disclosure polices. Patients need to be taught to expect truthfulness gjhs.ccsenet.org
Global Journal of Health Science Vol. 11, No. 5; 2019 from their doctors, but families also need support to understand why this is almost always appropriate, and how they themselves can deal with the strains and possible distress that truthful disclosure may cause.
